Introduction
Malaria is globally estimated to be affecting approximately around 3.2 billion people in 95 countries. Africa carries a high share of Global malaria burden, that is 90%. 1 India is the most populous country of the world with a population of more than 1.3 billion. India accounted for 6% of global malaria cases. 1 In 2014, India reported 1.10 million cases of malaria and 561 deaths. 2 Between 2010 and 2015, malaria incidence fell by 21% 1 . The National framework for Malaria Elimination in India 2016-2030 2 aims to eliminate malaria nationally to zero indigenous cases & contribute to improved health. 1 However, 2017's report revealed that the unprecedented period of success in global malaria control has stalled. As per their prediction, India is unlikely to reduce its case burden beyond 40% by 2020. A key impediment to eliminate malaria is a 1, 2 An increasing trend of malaria is observed in towns & cities. 2 The proportion of urban population to total population has increased in the last few decades due to rapid urbanization. Haphazard & unplanned growth of towns has resulted in creation of slums with poor housing & unsanitary conditions. Workers from endemic areas in central India, migrate to the city for construction projects. They reside in non permanent housing structures which have areas that collect water thus facilitating breeding of mosquitoes. 9 The Urban Malaria Scheme was launched in 1971. It covers a population of nearly 130.3 million vulnerable to Malaria & other mosquito borne diseases in 131 towns in 19 states & union territory. They function as part of NVBDCP. The two main schemes are to prevent deaths due to malaria & reduce transmission & morbidity. 2 The two main malaria control strategies are parasite control (treatment of patient) and vector control (Larvicide use).Since 2010 WHO has recommended parasite based diagnosis for suspected case of malaria prior to starting treatment. This is a paradigm shift from presumptive anti-malarial treatment. Rapid Diagnostic Test was introduced in 2005. 1 Karnataka has the highest incidence of malaria in South India. Kerala is southern part of India. 9
Research question
What is the clinical profile of the current Malaria cases attending a tertiary care center in Kochi, Kerala?
Objective
To study the clinical profile of the current Malaria cases attending a tertiary care centre in Kochi, Kerala. 
Materials & Methods

Results
A total of 100 malaria inpatients were studied. All 100 patients presented with fever. Rapid Diagnostic Test & Peripheral blood smear was done and either of them was positive. QBC was not done due to financial reasons.
Socio-demographic profile:
It showed Plasmodium vivax was the major parasite. Out of 100 patients,69 cases were positive for P Vivax& 13 for P. Falciparum. 18 showed a mixed malarial parasite on peripheral smear. Males (97%) outnumbered females (3 %). Predominant age group was below 40years.All were natives of other states, mainly West Bengal & Orissa. No case of local population was seen in the study group. Incidence of malaria increased from the month of June onwards, which is the monsoon season in the state. 
Symptoms & signs:
Low grade fever was seen in 52 patients with P. Vivax & 4 cases of P Falciparum. High grade fever was seen in 17 cases of P. Vivax & 9 cases of P. Falciparum. Jaundice (Bilirubin greater than 4mg/dl) was reported in 7 patients with P. Vivax,1 patient with P. Falciparum & 1 in mixed infection. Mild jaundice (Bilirubin greater than 2mg/dl) was seen in 24 cases. Pallor (Hb below 8g/dl) was noted in 8 cases. Splenomegaly was the most common organomegaly. 65% cases of P. Vivax had splenomegaly compared to 11% cases of P. Falciparum. In mixed infection, 24% had splenomegaly. Hepatomegaly was seen in 34 cases out of 100. Hypoglycemia was not noted to be significant. There was no mortality.
Discussion
More than 100 countries in the world are malarious. Malaria has become a health concern in this region which is already home to a number of Dengue cases. This is more so in the rainy season. Economically productive age group is most affected. P. Vivax is the major parasite of concern probably due to recrudescence. Results revealed that malaria incidence was seasonal. Present results are in conformity with incidence pattern reported in different parts of India. Fever was the presenting symptom & most patients presented within one week of fever. Males were more infected. Thrombocytopenia was observed in a majority of patients (79%). However platelet transfusion was not required in any case. The risk was greatest in the mixed infections in comparison to mono-infection. Chloroquin & Primaquin was the most commonly used combination treatment modality. All but one responded to this regime. Concomitant infection with filariasis has been reported before but not with dengue. Whether it was a Dengue co-infection or a false positive was not determined. To be successful, malaria control efforts require community participation, which in turn depends on individual knowledge & awareness of the disease. 9 70% of malaria in India was P. Vivax contrary to previous reports. 1 A previous study 6 , showed, case fatality rate as 0.3% in severe vivax malaria. No mortality was observed in our study. Most of the cases are still sensitive to Chloroquine which is cheap and effective. Prompt detection and treatment will definitely go a long way. Coinfection with other viral illnesses and incidence of thrombocytopenia in P. Vivax malaria is a cause of concern. Close surveillance is mandatory in this regard. Preventive strategies should also aim specifically at spread of infection from the migrant to the indigenous population. To reduce morbidity & mortality we have to adopt conventional methods like adequate vector control measures in the form of larvicides (insecticide treated mosquito nets (LLINs), indoor spraying with residual insecticides (IRS),environmental management & modification, and high risk cases must have personal prophylaxis too. Presence of the plasmodium in the immigrants if detected early can be treated thus reducing the risk of spread. Population movement across states, shortage of skilled human resources and insecticide as well as drug resistance still pauses challenges to the eradication efforts.
Conclusion and Recommendations
